We examined the occurrence and stability of behavior problems over a 6-year period among 193 adults with mental retardation who lived with their mothers. At the beginning of the study period, almost 30% of the sample had clinically significant behavior problems and about 25% had no behavior problems. During the study period, group-level stability of behavior problems and individual-level change were observed. We tested the bidirectional relations between behavior problems and maternal well-being and found evidence of both directions of influence. Initial levels and changes over time in behavior problems predicted changes in maternal well-being, and initial levels and changes over time in maternal well-being predicted changes in behavior problems in the son or daughter.
In the last 2 decades, there has been an accumulation of knowledge about the durability, challenges, and consequences of family-based caregiving for persons with mental retardation. It is now well-recognized that most individuals with mental retardation live with or under the supervision of their families for the majority of their lives (Fujiura, 1998; Larson, Lakin, Anderson, & Kwak, 2001; Seltzer, Greenberg, Floyd, Pettee, & Hong, 2001) and that parents and siblings are the mainstay of their emotional and instrumental support. In the present study we revisit a long-standing challenge to the stability of family-based care among individuals with mental retardation. For decades, the most prominent predictor of out-ofhome placement of children with mental retardation was behavior problems (Black, Molaison, & Smull, 1990; Borthwick-Duffy, Eyman, & White, 1987; Bromley & Blacher, 1991) . However, as studies of parental caregiving have extended to a much broader age range and as family support services have become more widely available (Haveman, van Berkum, & Heller, 1997; Seltzer & Krauss, 1994 ), important questions remain about the bidirectional influences of behavior problems manifested by adults with mental retardation and parental well-being. Consistent with a transactional view of human development (Sameroff & Fiese, 2000) , in this paper, we focused over a 6-year period on the manifestation and effects of behavior problems among adults with mental retardation and the well-being of their mothers with whom they co-resided.
As reported in a variety of cross-sectional studies, caring for an adult who exhibits elevated levels of behavior problems adds considerably to the caregiving challenge (Greenberg, Seltzer, & Greenley, 1993; Haveman et al., 1997; Heller, Hsieh, & Rowitz, 1997) . Mothers of adults with mental retardation who have more severe behavior problems report greater levels of depression and caregiving burden, more pessimism about the future care of their adult son or daughter, and poorer quality in the parent-adult child relationship. However, the reverse direction of effects is also a plausible, though rarely tested, explanation for these findings. That is, maternal depression, feelings of burden, pessimism about the future, and a poorer quality parent-adult child relationship may increase the likelihood that the adult son or daughter will manifest behavior problems. Unfortunately, no studies have been reported regarding this reverse direction of effects in families of adults with developmental disabilities, although the question has been examined in families of children with disabilities (Floyd, Gilliom, & Costigan, 1998; Keogh, Garnier, Bernheimer, & Gallimore, 2000; Mink & Nihira, 1986 and in the literature on expressed emotion in relatives of individuals with schizophrenia (Butzlaff & Hooley, 1998; Linszen et al., 1997; Wearden, Tarrier, Barrowclough, Zastowny, & Rahill, 2000) .
In the present study our aim is to contribute to the literature on behavior problems in adults with mental retardation by addressing three research issues: (a) the occurrence and nature of behavior problems manifested by adults with mental retardation who live in the parental home, (b) the stability of behavior problems over a 6-year period at both the individual and group level of analysis, and (c) the bidirectional relations between behavior problems in adults with mental retardation and the well-being of their mothers. To what extent are prior levels and changes in behavior problems predictive of changes in maternal well-being? To what extent are prior levels and changes in maternal well-being predictive of changes in the manifestation of behavior problems in the adult son or daughter? We addressed these research questions using data from a longitudinal study of adults with mental retardation (Krauss & Seltzer, 1999; Seltzer & Krauss, 1994) , all of whom lived in the parental home when the study began and (for the present analysis) continued to live at home through the sixth wave of data collection.
Over the past 2 decades, researchers have contrasted behavior problems in persons with mental retardation living in institutional versus community settings, including the home setting. Consistently, higher rates of behavior problems have been observed in institutional than in community settings (Borthwick-Duffy et al., 1987; Eyman & Borthwick, 1980; Eyman, Borthwick, & Miller, 1981; Hill & Bruininks, 1984; Jacobson, 1982) . For example, Eyman and Borthwick found that nearly half (47%) of individuals with severe or profound mental retardation living in the parental home showed no severe behavior problems compared with only 16% of similarly affected individuals living in institutional care. For individuals with mild or moderate levels of mental retardation, nearly two thirds (64%) of those living at home showed no severe behavior problems compared with one third (33%) in institutional care. In a later study, Borthwick-Duffy et al. (1987) compared individuals living with their parents, in community-based nonparental settings, and in institutional settings and found that those who lived with their parents had the lowest rates of self-injury, property damage, and aggression. BorthwickDuffy (1994) also reported that of the 91,000 individuals served by the state of California in 1987, less than 1% of individuals living at home were aggressive, only 5.5% showed frequent self-injurious behavior (SIB), and only 3.2% had damaged property.
Bruininks, Olson, Larson, and Lakin (1994) compared prevalence rates of behavior problems among 5,338 individuals living in different residential settings: with family, in a foster or group home, semi-independent living, and institutional living. Individuals living at home had the lowest rates of behavior problems. Over a quarter of individuals living with their family (28.7%) had no challenging behaviors, 12.8% showed behavior that was hurtful to self, and 14.1% had behaviors that were hurtful to others. Behavior that was destructive to property was the least prevalent, occurring in 10.1% of those who lived with family. Although the prevalence of behavior problems in the Bruininks et al. (1994) study was higher than in the Borthwick-Duffy studies (possibly due to differences in the measures of behavior problems), the conclusions were the same adults who live with family had the lowest rates of problem behaviors of the groups studied. Nevertheless, when behavior problems are manifested, the capacity of families to continue to provide care may be challenged and ultimately compromised . Little is known about the stability of behavior problems in adults with mental retardation over time. Stability and change in behavior problems can be conceptualized both at a group level (i.e., does the group mean change over time?) and at the individual level (i.e., does any given person change over time?). Measuring stability at a group level, Cherry, Matson, and Taclawskyj (1997) examined the duration of behavior problems in two groups of individuals with severe and profound mental retardation living in a state facility: a younger group (ages 20 to 30) and an older group (ages 60 to 80). On average, the older group had behaviors that were more likely to have persisted for over one year. Eyman et al. (1981) also found group-level stability in behavior problems over a 2-year period in their sample of persons with mental retardation, both for those who lived in institutional settings and those who lived at home.
In contrast, Schroeder, Schroeder, Smith, and Dalldorf (1978) examined the stability of SIB at the individual level and found that in 90% of the sample members (residents who lived in a state facility and ranged in age from 5 to 85 years), SIB either worsened or improved over a 3-year period, suggesting individual-level change over time. Thus, conclusions regarding stability versus change in behavior problems may be influenced by whether change is measured at a group or an individual level, in addition to other factors such as age, level of retardation, and residential setting.
Behavior Problems and Maternal Well-Being: Direction of Effects
It is now well-accepted that parent-child influences are bidirectional and transactional (Lerner, 1991; Sameroff & Fiese, 2000) . In the research literature on young children with mental retardation, understanding the reciprocal effects of behavior problems and parental well-being has been a major concern (Hauser-Cram, Warfield, Shonkoff, Hodapp, 1997; Keogh et al., 2000; Mink & Nihira, 1986 . However, we know virtually nothing about the nature of this bidirectional relationship across the life course. Given that different environmental factors may exert an influence on an individual with mental retardation at different ages, and, conversely, behavior problems may exert a different influence on parental well-being at successive life stages, it is important to extend this examination of bidirectional effects across the life course.
Several studies of bidirectional effects have been conducted with children and adolescents with mental retardation. Mink and her colleagues (Mink & Nihira, 1986 Nihira, Meyers, & Mink, 1983; Nihira, Mink & Meyers, 1985) found bidirectional relationships between child and parent functioning. In particular, Nihira et al. (1985) observed that parenting quality and child maladaptive behaviors showed effects of mutual influence on each other. Both social maladaptive behaviors (antisocial or violent behaviors) and personal maladaptive behaviors (stereotyped or selfabusive behaviors) were found to influence and be influenced by parenting behaviors.
In later studies Nihira (1986, 1987) found that the direction of effects was different in families of children with severe versus mild or moderate mental retardation. When the child had more severe mental retardation, the effects were unidirectional (Mink & Nihira, 1987) , with child factors influencing family outcomes in the majority of families. In contrast, when the child was less cognitively impaired, bidirectional effects were observed (Mink & Nihira, 1986) . Overall, however, maladaptive behaviors tended to influence parent outcomes to a greater extent than the reverse. Other evidence supportive of the dominance of child effects on parental well-being come from Keogh and colleagues (2000) , who studied the bidirectional effects of children with nonspecific developmental delays on their families and the reciprocal effects of family accommodations. These researchers found support for a child-driven but not a transactional pattern of effects (i.e., child characteristics predicted family accommodations, but the reverse pattern of effects was not in evidence).
In the present study, we focus on behavior problems manifested by adults with mental retardation and their mothers' well-being (i.e., depressive symptoms, subjective burden, pessimism about the future care of their son or daughter with mental retardation, and the quality of the mother's relationship with her son or daughter). Previous researchers have found that maternal well-being is sensitive to maladaptive behavior manifested by adults with mental retardation (Heller, Miller, & Factor, 1998) . We, therefore, hypothesized that higher initial levels and increases in behavior problems would be associated with poorer maternal outcomes. The reverse is also a possibility, namely, prior levels and changes in maternal feelings of burden, pessimism about the future, great-er depressive symptoms, and less positive affect in the mother's relationship with her adult son or daughter may have a negative influence on the adult's behavior.
Method

Participants
The sample for the current study included 193 families who participated in a longitudinal study that spanned the years 1988 to 2000 (Krauss & Seltzer, 1999) . When the study began, the sample included 461 adults with mental retardation who lived at home with their mother. At that time, the mothers ranged in age from 55 to 85 (mean age ϭ 66), and the adults with mental retardation ranged in age from 16 to 66 (mean age ϭ 35). The families participated in a total of eight rounds of data collection between 1988 and 2000, each separated by 18 months.
The 193 families included in this analysis were all those in which the adult with mental retardation (43% female) was still living at home through the sixth round of data collection, and the mother continued to participate in the study throughout this period. The first criterion was important because at each point of data collection, some adults moved out of the parental home, depleting the number who remained living with their mother. We primarily used data collected at two points of time for the present analyses: Time 2, because it was the first point in the study in which behavior problems were assessed, and Time 6 to optimize the length of time between measurements while still retaining a sufficiently large subsample of adults who live in the parental home. For some confirmatory analyses, additional data points between Time 2 and Time 6 were used.
Of the original 461 families, we excluded from the present analysis 88 families in which the adult with mental retardation moved away from the parental home between the start of the study and Time 6, 22 families in which the adult died during the study period, 45 families in which the mother died or became fully incapacitated, 41 families in which the mother declined continued participation, and 72 families in which the mothers participated in an abbreviated protocol that did not include some of the measures used in the current analyses. Thus, we had complete data from 73% of the mothers who were available to participate in the study at Time 6.
The 88 mothers whose son or daughter was not living at home at Time 6 did not differ from the mothers whose son or daughter remained at home with respect to age, marital status, or subjective burden, pessimism, or positive affect in the mother-child relationship at either Time 2 or Time 6. Mothers whose son or daughter moved out of the parental home prior to Time 6 reported more depressive symptoms at Time 6, t ϭ 3.83, p Ͻ .001 (Ms ϭ 7.99 and 12.90 for home and moved, respectively). The sons and daughters with mental retardation who remained at home did not differ with respect to age; gender; level of mental retardation; or internalizing, asocial, or externalizing behavior problems at Time 2 or Time 6 from those who moved. Finally, the mothers who did not participate in the full in-home interview at Time 6 did not differ from the mothers for whom we have full data on these same characteristics at Time 2. Additional sample characteristics of the adults with mental retardation and their mothers are provided in Table 1 .
Data-Collection Procedures and Measures
Behavior problems. Behavior problems in the adult with mental retardation were assessed by maternal responses to the Inventory for Client and Agency Planning ICAP (Bruininks, Hill, Weatherman, & Woodcock, 1986) . This measure consists of eight behavior problems divided into three domains: Internalizing Behaviors (behavior that is hurtful to self, unusual or repetitive behaviors, or withdrawn or inattentive), Asocial Behaviors (socially offensive behavior and uncooperative behavior), and Externalizing Behaviors (behavior that is hurtful to others, destructive to property, and disruptive). The mother was asked whether her adult son or daughter had each of these eight behavior problems within the last 6 months and, if so, to rate the frequency (1 ϭ less than once a month to 5 ϭ one or more times an hour), and severity (1 ϭ not serious to 5 ϭ extremely serious) of the behavior. Standardized algorithms (Bruininks et al., 1986) were used to translate frequency and severity ratings into a score for each domain, with cut-off points for each domain, dividing individuals with clinically significant behavior problems from those whose scores are below this threshold. 110 are considered ''normal,'' and scores above 110 are considered to be clinically significant.
Maternal well-being. Aspects of maternal wellbeing were measured by four self-report standardized scales. Mothers completed the 13-item Pessimism scale of the Questionnaire on Resources and Stress QRS-F (Friedrich, Greenberg, & Crnic, 1983 ) and a 29-item rating scale assessing subjective feelings of caregiving burden (Zarit, Reever, & Bach-Peterson, 1980) . Higher scores on both of these measures were indicative of greater pessimism or burden. Adequate reliability of these measures was obtained for our sample: Time 2, alphas ϭ .79 for pessimism .80 for burden; Time 6, alphas ϭ .81 for pessimism and .87 for burden. Maternal depressive symptoms were measured with the Center for Epidemiological Studies Depression Scale (Radloff, 1977) . This scale has been used extensively in samples of midlife and older adults (Gatz & Hurwicz, 1990) . For each of 20 depressive symptoms, the respondent is asked to indicate how many days in the past week the symptom was experienced (0 ϭ never to 3 ϭ 5 to 7 days). A higher score is reflective of a greater intensity of depressive symptoms (alpha ϭ .83 for Time 2 and .84 for Time 6).
The mother's perception of her relationship with her son or daughter was measured with the Positive Affect Index (Bengtson & Black, 1973) , which measures affective closeness between the mother and her son or daughter. This measure was used as a positive indicator of the caregiving experience for mothers. Ten items were used from this scale, 5 questions addressing the mother's feelings of positive affect toward her son or daughter, and 5 questions representing the mother's perception of positive affect from her son or daughter, each rated on a scale from 1 (not at all) to 6 (extremely). The five questions address understanding, trust, fairness, respect, and affection in the relationship, with a higher score indicative of more positive relationship quality (alpha for Time 2 ϭ .88, and .91 for Time 6).
Methods of Data Analysis
We used descriptive statistics to address the first research question regarding the types and extent of problematic behavior exhibited by the adults with mental retardation at Time 2. Our second research question allowed us to examine the stability or change in these behaviors over the subsequent 6-year study period. Three approaches were used to assess the extent of change. The first approach, which tracked group-level change, involved examining mean level change from Time 2 through Time 6 (i.e., at all five waves of data collection between Time 2 and Time 6) via a repeated measures MANOVA, with each of the three ICAP domain scores (Internalizing, Asocial, Externalizing) as dependent variables.
In the second approach, change was defined as more than one half of an SD increase or decrease in a behavior problem score from Time 2 to Time 6. We defined a meaningful change as more than ½ of an SD unit because it corresponds to Cohen's (1988) whose scores remained the same (i.e., the Time 6 score was within ½ SD of the Time 2 score), and (c) those whose scores increased (by more than ½ SD). In our sample, the SDs of Internalizing, Asocial, and Externalizing scores at Time 2 were 8.65, 8.29, and 5.55, respectively; so ½ SD units were defined as 4.32, 4.13, and 2.78, respectively. In the third approach, we classified an adult as having changed in behavior problems if he or she had clinically significant behavior problems at Time 2 (using the ICAP standard algorithm) but did not have clinically significant behavior problems at Time 6, or the reverse. We used percentages to describe the extent of change for the second and third approach to measuring differences in behavior problems from Time 2 to Time 6. Cross-lagged regression models were conducted to examine our third research question regarding the bidirectional relations between behavior problems of the adult with mental retardation and maternal well-being. First, Time 2 levels and changes in the level of behavior problems between Times 2 and 6 (calculated by subtracting the Time 2 score from the Time 6 score to yield change scores) were used to predict maternal wellbeing at Time 6, controlling for Time 2 maternal well-being. Next, we reversed the direction of effects and examined whether Time 2 level and changes in maternal well-being between Times 2 and 6 (calculated by deriving change scores) predicted behavior problems at Time 6, controlling for Time 2 behavior problems. This approach separates position (i.e., the level of the independent variable) and change (i.e., the degree to which the independent variable changed from Time 2 to Time 6) in predicting the dependent variable, net of the Time 2 measure of the dependent variable (Kessler & Greenberg, 1981) . In this analysis, maternal age was controlled because of the wide age range of the mothers in the present sample (62 to 93 at Time 6). Level of mental retardation also was controlled because of Nihira's (1986, 1987) findings regarding the relation between level of retardation and direction of effects and because of the significant association in our sample between level of retardation and behavior problems. Bivariate correlations among study variables are presented in Tables 2 and 3 .
Results
Description of Behavior Problems
Our first research question (see Table 4 ) examined the occurrence of behavior problems manifested by adults with mental retardation living at home. At Time 2, nearly 60% of the sample had at least one internalizing behavior problem, one third had at least one asocial behavior, and another one third had at least one externalizing behavior (not mutually exclusive). Next, we examined clinically significant behaviors in each of the three domains, which exceeded a threshold of severity and frequency defined by the ICAP. Nearly 20% of the sample had clinically significant internalizing behaviors and about 12% had clinically significant asocial behaviors at Time 2, but only 5% had clinically significant externalizing behaviors (see Table 4 ).
Finally, we divided the sample into three groups on the basis of the adult's behavior problems at Time 2: having any behavior problem domain above the threshold for clinical significance, having less severe (nonclinically significant) behavior problems, or having no behavior problems. As shown in Table 4 , nearly 30% of the adults had at least one clinically significant behavior problem domain. Another 44% had some behavior problems, but none that would be classified as clinically significant, and nearly 30% had no behavior problems.
Changes Over Time in Behavior Problems
Our second research question addressed the stability of behavior problems during the 6 years between Times 2 and 6. We approached this analysis from three perspectives: group-level change, individual-level change, and clinically significant change. To examine group-level change, we used a repeated measures MANOVA with each of the three ICAP domain scores as dependent variables and with time (using all five waves between Time 2 and Time 6) and type of behavior problem (internalizing, asocial, and externalizing) as repeated measures. The findings are graphed in Figure 1 . There was a significant multivariate main effect for type of behavior problems, F(2, 118) ϭ 87.87, p Ͻ .001, with lower levels of externalizing than internalizing or asocial behaviors observed (see Figure 1) . The multivariate main effect for time was not significant. We next examined individual-level change in behavior problems by subtracting Time 2 from Time 6 scores in each of the three domains and classifying the sample into three groups: (a) individuals whose behavior problems decreased between Time 2 and Time 6, (b) individuals whose behavior problems remained the same, and (c) individuals whose behavior problems increased between Time 2 and Time 6, using ½ SD units to define change in either direction. Table 5 presents the percentages of individuals thus classified for each of the three ICAP domains. Within each of the three domains, between 56% and 68% of the individuals exhibited stability in their behavior problems. The most change was observed for internalizing behaviors, where one quarter of the sample showed a decrease in this domain over the 6-year period. Almost an equal number, however, showed increases in internalizing behaviors. With respect to asocial behaviors, individuals who showed change were more likely to show increased rather than decreased behavior problems. Externalizing behaviors were more likely to decrease than to increase over time.
Finally, using a clinical approach, we defined change in each of the behavior problem domains as either having clinically significant behavior problems at Time 2 (using the ICAP algorithm) and not having clinically significant behavior problems at Time 6, or the reverse. Table 6 presents the findings for each of the ICAP domains. As can be seen, the large majority of the adults with mental retardation did not have clinically significant behavior problems at either point of measurement (between 72% and 93% for each of the ICAP domains). Only a small number of individuals showed changes in clinically significant behaviors across the domains. Internalizing behaviors were the most likely to show change, with about 20% of the sample having clinically significant internalizing behaviors at one time point but not the other. The greatest stability was observed for externalizing behaviors, where only about 4% of individuals showed change.
Bidirectional Effects Between Behavior Problems and Maternal Well-Being
To examine the bidirectional effects between behavior problems and maternal well-being, we used cross-lagged regression analyses to examine whether prior levels of and changes in the level of behavior problems (either asocial or internalizing) of the adult between Time 2 and Time 6 predicted maternal well-being (feelings of burden, pessimism, depressive symptoms, and motherchild relationship quality) at Time 6 (net of prior levels of maternal well-being). We then reversed the analyses and examined whether prior levels and changes in maternal well-being between Time 2 and Time 6 predicted behavior problems (either asocial or internalizing) of the adult at Time 6 (net of the prior levels of behavior problems). Because of the low rates of clinically significant externalizing behavior problems (5% at Time 2), we conducted these analyses on the Internalizing and Asocial domains only.
We found that both directions of effects were significant for maternal burden and pessimism. Higher levels at Time 2 and an increase between Times 2 and 6 in internalizing and asocial behavior problems were associated with higher levels of maternal burden and pessimism at Time 6 (see Table 7 ). Similarly, higher levels at Time 2 and an increase in maternal feelings of burden or pessimism between Time 2 and Time 6 were associated with more problematic behaviors in the adult with mental retardation at Time 6 (see Table 8 ). For maternal depressive symptoms and mother-child relationship quality, the effects were more limited. Bidirectional relations were observed for internalizing behavior problems and depressive symptoms. Higher initial levels and an increase in internalizing behavior problems in the son or daughter between Time 2 and Time 6 were associated with higher depressive symptoms in the mother at Time 6 (see Table 7 ); and higher initial levels and an increase in depressive symptoms reported by the mother between Time 2 and Time 6 were associated with more internalizing behavior problems in the son or daughter at Time 6 (see Table 8 ). Asocial behavior problems and maternal depressive symptoms were not reciprocally associated. In contrast, the mother-child relationship was affected by and influenced asocial behavior problems, but not internalizing, behavior problems. An increase in asocial behavior problems between Time 2 and Time 6 was associated with a lower level of positive affect in the motherchild relationship at Time 6 (see Table 7 ). Conversely, decreased positive affect in the motherchild relationship between Time 2 and Time 6 was associated with a higher level of asocial behavior problems at Time 6 (see Table 8 ). There was no evidence of reciprocal relations between internalizing behaviors and positive affect in the motherchild relationship.
Discussion
Our longitudinal study of the caregiving experiences of older families of adults with mental retardation has focused on various aspects of the well-being and life trajectories of multiple mem- bers within the family (Essex, Seltzer, & Krauss, 1997; Greenberg, Seltzer, Krauss, & Kim, 1997; Krauss & Seltzer, 1993; Seltzer & Krauss, 1994) .
In the present study, we extended our understanding of the challenges of caregiving by focusing on the dynamics of behavior problems among adults with mental retardation who lived with their mothers throughout their lives. Through our analyses we examined both the occurrence and stability in behavior problems over a 6-year period and the bidirectional relations between aspects of maternal well-being and behavior problems. Three key findings emerge from these analyses. First, we found a great deal of heterogeneity in the sample regarding the distribution of behavior problems. An equal proportion of the sample had no behavior problems (27.5%) and had clinically significant behavior problems (28.5%), with the remaining 44% having less significant behav- The frequency of behavior problems manifested by the members of the present sample was slightly higher on some domains than those reported by Bruininks et al. (1994) and considerably higher than those reported by Borthwick-Duffy and her colleagues (e.g., Borthwick-Duffy, 1994; Borthwick-Duffy et al., 1987; Eyman & Borthwick, 1980) . Using the same measure as Bruininks and his colleagues, on a slightly older sample, we observed higher rates of behavior that was hurtful to self (17% vs. 13%), but lower rates of behavior that was hurtful to others (6% vs. 14%) and destructive to property (8% vs. 10%). We surmise that differences in occurrence rates of behavior problems in our sample and those of previous studies likely reflect the use of different measures (in the Borthwick-Duffy studies) and possibly different age groups (both Bruininks and BorthwickDuffy included children as well as adults), although we found no association between age and level of behavior problems or changes in behavior problems over time in the adults in our sample. Our findings suggest that some behavior problems do not necessarily decrease with age, which is a pattern that has been found in other studies (e.g., Edgerton, 1994) .
The second key finding of our longitudinal analysis of behavior problems indicated that, whereas the sample as a whole can be characterized by mean-level stability in behavior problems, there was evidence of considerable individual-level change. Internalizing behaviors were most likely to change on the individual level, with approximately two fifths of individuals showing increases in internalizing behavior problems, and another one quarter showing decreases. Asocial behaviors were more likely to show increases, whereas externalizing behaviors were more likely to show decreases over time. Although a sizeable subgroup of the sample changed by more than ½ of an SD unit during the study period, the majority evidenced a period of stability (i.e., the Time 6 score was within a half SD unit of the Time 2 score). Further, considerable stability was observed when we examined the presence of clinically significant behaviors at Times 2 and 6. The consistency of the environment (i.e., the parental home) likely contributes to the stability of behavior problems in the sample, whereas change in the mother's well-being likely contributes to change.
Finally, our findings regarding the direction of effects between maternal well-being and behavior problems showed that both direction of effects were in operation. We hypothesized that the adult child's behavior problems would be a chronic stressor for the mother, especially if the behavior problems increased over time, which would eventually take a toll on maternal well-being and lead to increased feelings of caregiving burden, depressive symptoms, pessimism about her son or daughter's future, and a less positive maternalchild relationship a process that was observed with our data. We also found, however, that prior levels and increases in maternal distress over time led to increases in behavior problems of the son or daughter. Moreover, the bidirectional effects were robust and generally confirmed within the sample by using different time points (data available from the first author).
Much of the research on behavior problems and family caregiving with this population has shown that higher rates of behavior problems lead to greater caregiving strain (Greenberg et al., 1993; Haveman et al., 1997; Heller & Factor, 1991; Heller et al., 1997) . Thus, our findings regarding this direction of effects were not surprising. It is the reverse direction of effects that changes over time in maternal well-being affected behavior problems in the son or daughter that was the more surprising finding. Although research on children with mental retardation has shown that their behavior is affected by family factors (e.g., Floyd et al., 1998; Hauser-Cram et al., 2001; Keogh et al., 2000; Mink & Nihira, 1986 , this process has not been examined later in life. These findings underscore the continuing sensitivity of the adult with mental retardation to the psychological well-being of his or her mother, much as our prior analyses have shown that the social world of such adults is shaped in large part by the social world of their mothers (Krauss, Seltzer, & Goodman, 1992) . Feelings of maternal pessimism, burden, depression, and distance in the relationship with the son or daughter may influence the way in which the mother interacts with her son or daughter with mental retardation; that is, changes in a mother's behavior during interactions with her child (which we have not measured) may be a mediator between maternal wellbeing and the behavior of that child. These findings underscore the importance of maintaining the psychological well-being of maternal caregivers in order to maintain the behavioral well-being of their adult child with mental retardation.
Our findings of bidirectional effects were robust for maternal pessimism and burden, but more specific for maternal depressive symptoms and positive affect in the mother-child relationship. Maternal depressive symptoms were influenced by and also influenced internalizing behaviors in the son or daughter, but not asocial behaviors, whereas positive affect in the motherchild relationship was influenced by and also influenced asocial behavior problems in the son or daughter, but not internalizing behaviors. These more specific findings may indicate that these aspects of maternal well-being are more sensitive to particular types of behavior problems. Alternately, maternal depressive symptoms may be more prone to influences other than the presence or severity of behavior problems in the son or daughter. This study's findings are limited by several factors. The mothers who participated in our study were volunteers, and most were Caucasian. Thus, the representativeness of our sample of the population is unknown, and generalizing the findings to families of color may not be warranted. Second, these analyses were limited to families in which the adult lived in the parental home throughout the study period. It may be that the bidirectional influences operate differently in families who have the caregiving capacity or preference to have their son or daughter live at home than in families where the son or daughter has moved out of the parental home. Third, most of the data were collected from the mother, and, thus, single source measurement bias may account for some of the patterns of findings we observed with respect to the relations between maternal well-being and behavior problems in the son or daughter.
Juxtaposed against these limitations are notable strengths of the study, including the use of longitudinal and multiwave data, which allowed us to track behavior problems over a long period of time, and the repeated measures design, which made it possible to examine bidirectional relations between behavior problems and maternal well-being, controlling for prior levels of the variables. This cross-lagged analytic approach strengthened our inferences regarding the direction of effects and made it possible for us to clarify the findings of prior cross-sectional studies.
In conclusion, these analyses contribute to our understanding of the dynamic processes determining the behavior and well-being of our sample. There has been little prior understanding of the prevalence and stability of behavior problems in adults with mental retardation living at home the most typical situation in the United States. Our findings indicate that in a large majority of families, mothers are faced with the persistent challenge of managing the behavior problems of their son or daughter. Further, although behavior problems are relatively stable in adults with mental retardation, when there is an increase in their severity or frequency, the mother's well-being may be negatively affected. Reciprocally, the mother's well-being can affect the expression of her son's or daughter's behavior problems. Thus, direct interventions aimed at reducing problematic behaviors, support programs aimed at relieving maternal distress, and assis- tance in planning for the future care of the son or daughter with mental retardation may be valuable strategies for reducing the reciprocal negative influences of maternal distress and behavior problems exhibited by adults with mental retardation.
